and continues for a short time until he regurgitates; regurgitation always relieves the pain completely. He does not think that he regurgitates the whole of the food swallowed. Recently the difficulty in swallowing has gradually increased, a larger proportion of the food swallowed being returned. He has lost between three and four stone in weight during the last four years.
On admission he was pale and emaciated, weighing only 7 st. 2 lb. in a dressing gown. On examination of the chest and abdomen nothing abnormal was detected except a little bronchitis. X-ray examination revealed an enormous dilatation of the whole cesophagus due to obstruction at the cardiac orifice,. The Wassermannl reaction was negative; examination of the cesophageal contents, and of the resting gastric juice, and of the juice one hour after a meal, revealed absence of free hydrochloric acid in each instance. A mercury bougie was introduced into the cesophagus and it passed without any difficulty; the results were unsatisfactory, however, at first because, as proved radiographically, on many occasions the bougie did not enter the stomach but engaged in a pocket at the dilated lower end of the cesophagus.
On January 28 cesophagoscopy was performed by Mr. llowartb, who dilated his cardiac orifice by means of a special metal expanding dilator. On February 12 he was put on inj. atropine, yfB gr. b.d., and luminal, i gr. o.n.
As a result of two months' treatment the patient has improved considerably and gained 14 lb. in weight. He never regurgitates more than twice a day, often only once; the amount regurgitated rarely exceeds half a teacupful. He continues to pass the mercury bougie before each feed. Advice is asked as to the future treatment of this case.
Dr. CASSIDY said that this seemed to be a straightforward case of achalazia which after some initial difficulties had progressed very satisfactorily up to a point. Though there was an enormous improvement in the general condition of the patient, who could now swallow a fluid diet easily after passing a mercury bougie, solid food could not be taken, and he (Dr. Cassidy) doubted whether the patient would be able to dispense with the bougie. He was not inclined to advise surgical treatmnent. Walton had reported a successful series of cases treated by digital dilatation of the cardia after gastrostomy, but in two cases at St. Thomas's Hospital so treated by Maybury and Howarth the results had not been satisfactory. (Esophagogastrostomy, and the operation proposed by Rowlands based on Rammstedt's operation, had also been considered.
By the kindness of Dr. Adrian Stokes the Section had had the opportunity of seeing the very beautiful and convincing histological preparations prepared by Mr. Rakes, of Guy's Hospital. Dr. Cassidy thought that those who had seen these slides would agree that Mr. Rakes had established a morbid anatomy for this condition where previously there had been no recognized pathological basis.
Two Cases of Madelung's Deformity.
By C. C. LAMBRINUDI, F.R.C.S.
I. AND G. H., two sisters, aged 15 and 16 respectively. Within six months of each other these patients were referred to the fracture department at Guy's Hospital by two different casualty officers, for pain and deformity of the wrist thought to have been produced by an injury.
On examination, there was marked deformity, the hand being carried forward, the ulnar styloid process was very prominent, there was some restriction of extension and an ill-defined feeling of weakness, insecurity and pain.
X-ray examination showed a forward curve of the lower end of the radius, a dislocation of the lower radio-ulnar joint, and an area of lessened density on the inner Lambrinudi: Madelu'ng's Deformity aspect of the lower end of the radius; the epipllyseal line appeared to be indistinct anteriorly, as if prematurely fused.
Moore, writing in the Journal of Bone and Joint Surgery,l states that there are two classes of cases indiscriminately included under the title of Madelung's deformity. In Madelung's original description in 1878 the carpus was stated to be simply dislocated forward without any associated bone deformity. It was Duplay, in 1885, who drew attention to cases having a similar appearance, but with an associated anterior curve of the radius. This latter variety, of whicl. my cases are an example, is very rare; according to Moore only seventy-five cases have been recorded.
It is commoner in girls, and starts between the ages of 12 to 16 with pain and deformity of the wrist. The pain, which may have been excited by occupation or slight trauma, subsides spontaneously, but the deformity gradually increases, and is presumably brought to an end by the fusion of the epiphysis with the diaphylsis at the age of 20.
Such a deformed wrist with limited extension, even thouglh painless, must always be a weak one, as the l)atient is unable comfortably to place the hand in the position which gives maximuni power.
The etiology of this deformity is obscure. I think the X-ray photograph of I.H. does show premature ossification of the anterior part of the epiphyseal cartilage.
Moore is inclined to class these cases in that ever-increasing group of epiphyseal abnormality of which Perthes' and Kdhler's disease are familiar examples, but the cause is still undecided. History.-Enlisted 1916 and stood training well. After several "forced marches" in 1917 began to comliplain of excessive fatigue, but nevertheless proceeded to France in September, 1917 . In January, 1918 , he developed "P. U. O," and in May, 1918 was sent back to England with a damaged hand. Later in the same year he was discharged from the Armiy and remained well until September, 1920, when he began to complain of periodical " swelling " of the right foot. On the first occasion (September, 1920) the swelling lasted one month and did not recur until June, 1921, when it persisted for five months. During the past five years the intervals of remission have become progressively shorter until now, when some degree of cedema is almost always present.
No previous illnesses of importance. Physical Signs antd Progress.-When first seen in July, 1921, the patient presented the following signs: Moderate cedema of right foot, especially of dorsum, extending as far as the ankle and pitting deeply on pressure. Heart: No enlargement and sounds normal. State of arteries good. Pulse 112 rising to 128 on exertion-test, but falling again to 112 witlhin a minute. Dorsalis-pedis and posterior-tibial pulses equal and normal. Pulsatile aorta; vasomotor instability. Liver and spleen not palpable.
Nervous system: Cranial nerves normal, apart from old strabismus; abdominal reflexes brisk and equal and deep reflexes normal.
The swelling of the foot disappeared after five months, but he was not seen again until November, 1921. There was then no cedema of the foot, but his hands were bright-red in colour, and he exhibited general vasomotor instability of cutaneous stimulation.
